Submit Claims to: (303) 689-3649 (In Colorado)
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Flexible Benefits Account Reimbursement Request

Instructions: Employee Information (must be completed in full)

L. Fill in the employee information and Part A and/or Part B completely.

2. Have day care provider sign below OR attach receipts for expensesincured for Employer name: s D0703
Part A. ' '

3. Attach copy of Explanation of Bendiits(EOBS) for expenses covered by health Employee's name: Social Security #:

insurance OR attach itemized billsfrom your provider (s) for expensesnat
covered by medical/dental inarancefar Part B. Homeaddress Addresschange? YesQ No Q

4. Keepa copyof all submitted expenses. ; .
5. Submit Health Care claims monthly. City/SatelZip:

Part A. DEPENDENT CARE & DAY CARE EXPENSE INFORMATION (all information MUST be filled out completely)

Name of day care provider Address:

Tax ID number OR Social Security number: (IntormaﬂonMUSTQﬁllelh)

1 | | QYes ONo A s
2 VA | | OYes QNo |0 0 to 1 1 s
3, |7 | | OYes QONo |7 1 ot 1 |s

RECEIPTS ARE NOT NECESSARY |F DEPENDENT CARE PROVIDER SIGNS THIS SECTION.
I certify above charges have been incurred: ~ Signature ofDependent Care Provider Date

I certify that dependent care expenses were incurred to allow myself and/or my spouse to be employed outside the home. I understand that dependent care expenses reimbursed from the Dependent Care Account cannot be claimed
as a Child Care Tax Credit on my Federal Income Tax Return.

Employee signature (required) Date

Part B. HEALTH CARE EXPENSE INFORMATION (all information MUST be filled out completely)

Amount of reimbursement requested: $ ‘ (This amount does not include any expenses covered by insurance.)

Q lhavenommrmppoovmgeforﬂxemchede)q:me(s)
I certify that the attached charges are eligible health care expenses under the Internal Revenue Code (IRS) and that these charges have been incurred and I have not been reimbursed by any other source for these charges. I also certify

that they will not be claimed as a deduction on my personal income tax.
SIGNATURE IS REQUIRED. UNSIGNED FORMS WILL BE RETURNED.

Employee signature (required) Date
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